ABSTRACT Objective: To assess the effect of experienced stigma on depth of multidimensional poverty of persons with severe mental illness (PSMI) in Delhi, India, controlling for gender, age and caste.
INTRODUCTION
Mental health problems affect 450 million people worldwide, 80% in middle-income and low-income countries. In 2010, 2 319 000 persons died of mental and behavioural disorders. 1 Mental health conditions account for 13% of the total burden of disease, 31% of all years lived with disability and are one of the four main contributors to years lived with disability. 2 3 Schizophrenia and bipolar disorder represent 7.4% and 7.0% of disability-adjusted life years caused by mental and substance use disorders, respectively. 4 Severe mental illness (SMI) is a leading cause of disability, and the standard prevalent biomedical care model is neither an exclusive nor a comprehensive solution as it does not address the link between mental illness, stigma and poverty. 5 While the literature on poverty, poor mental health 6 and disability [7] [8] [9] is emerging, little has been done to examine the compounding associations between experienced stigma (unfair treatment or discrimination due to having a mental health issue), 10 mental illness and poverty, especially in low-income countries. In high-income countries, 11 income deprivation is identified as a major risk factor for persons with mental health issues, even for common mental disorders. 12 Poor mental health linked to SMI has been associated with poverty during the recent economic crisis in middle-income and low-income countries,
Strengths and limitations of this study
▪ There is little research on the effects of stigma and poverty in developing settings. ▪ Lack of employment and income are major contributors to multidimensional poverty for persons with severe mental illness (PSMI). ▪ Intensity of multidimensional poverty is higher for PSMI, particularly women with SMI and those from scheduled castes/scheduled tribes/ other backward castes. ▪ Stigma was operationalised through a single-item question rather than a multiple-item scale, and we could not assess reliability of this item. SMI was diagnosed for persons attending a public psychiatric department; PSMI not receiving medical treatment might be more marginalised and at greater risk of poverty than those receiving healthcare.
particularly India and China. [13] [14] [15] People with mental disorders living in these countries are not only more likely to be poorer, but also unemployed and less educated. 16 17 Indisputably, a better understanding of the relationship between mental illness and poverty may yield useful knowledge to tailor public health interventions to complement biomedical treatment to improve outcomes.
Link and Phelan 18 defined stigma as a process with five interrelated components: discrimination through a process of separation based on negative attitudes and prejudice resulting from labelling and cultural stereotypes of society towards the stigmatised group leading to social, economic and political power differences. Thornicroft et al 19 identify three elements of stigma: ignorance or misinformation, prejudice and discrimination.
Our paper focuses on the process of experienced discrimination as the manifestation of public stigma. 20 The congruence of self-stigma and social exclusion may lead persons with SMIs (PSMIs) to face unfair treatment or discrimination and develop low self-esteem. [21] [22] [23] [24] Such stigma may prevent mentally ill persons from improving their conditions 25 by creating a 'barrier to recovery' 26 and worsen their situation by pushing them into poverty through discriminatory practices. [27] [28] [29] Stigma towards PSMI resulting in discrimination 30 31 is persistent in India. 32 Although the factors constituting poverty and discrimination linked to mental illness potentially can deprive persons of many resources, 33 34 the dynamics of poverty, discrimination and mental health have not been fully addressed. The clinical literature argues that stigma is caused by mental illness and treating the latter biomedically will weaken the associated stigma. 35 36 We argue instead that even treated PSMI are more likely to be multidimensionally poor due to discrimination resulting from stigma.
Many studies have focused on unidimensional effect of poverty on mental health, but have not explained how stigma towards mental illness can be an aggravating contributor to the intensity of poverty. We aimed to estimate the difference in incidence and intensity of poverty between PSMI and a comparable control group using a multidimensional poverty index (MPI) to explore deprivation in various dimensions of life. 37 Going beyond traditional welfare economics approaches to poverty (ie, income or per capita expenditure), we explored nonmonetary dimensions of poverty such as education, health, quality of shelter, food intake and political participation. We assessed differences in intensity of poverty between PSMI and controls and explored how these differences vary as a function of discrimination resulting from stigma.
METHODS

Study design and setting
The primary objective was to assess differences in exposure to discrimination resulting from stigma and multidimensional poverty among cases compared with non-psychiatrically ill controls. Between November 2011 and June 2012, we carried out a case-control study based at the Department of Psychiatry of the Dr Ram Manohar Lohia (RML) Hospital in New Delhi (cases) and in the neighbourhood of residence of the cases (controls) to assess the impact of stigma associated to mental illness on poverty. The Department of Psychiatry at Dr RML hospital received respectively 10 881 and 19 528 new outpatients and 52 389 and 45 319 follow-ups of existing patients in 2012 and 2013. The department also has a 42-bed general psychiatry and de-addiction inpatient facility for men and women. It serves patients from the national Capital Region of Delhi.
Participants
We defined cases as outpatients diagnosed with schizophrenia or affective disorders by one of the 10 board-certified treating psychiatrists following International Classification of Diseases, 10th revision (ICD-10) criteria. 38 Outpatients were informed about the study, and if they consented, were referred to researchers for written informed consent and evaluation with no further contact with those who refused. Transportation costs and a meal were provided to maximise recruitment and reduce selection bias.
We used a non-psychiatrically ill control group composed of randomly selected individuals matching the patients according to gender, age (±5 years) and neighbourhood of residence. Matched controls were selected by spinning a pointer at the door of the case's home and randomly selecting one household among 30 in the pointed direction. In this household, a person of same age and gender with no reported history of a mental health disorder was interviewed. It was not possible to conduct detailed interviews for diagnosis of all controls due to logistics as well as stigma of revealing mental illness. We excluded controls when unable to obtain consent. Only two case patients were not matched. Investigators together with the team manager contributed to sensitisation and awareness raising in the neighbourhoods of interest to maximise controls' participation rates. Consent for patients and controls adolescent between 13 and 18 was obtained by asking the parent or the legal guardian of the study subjects.
We conducted face-to-face interviews with all PSMI or a caregiver during hospital visits, and controls at home. We obtained information on demographics, socioeconomic factors, health conditions and accessibility to services, education, employment, income, livelihoods and social participation. The instrument was translated by experts into Hindi with iterative back-translation and tested in a pilot survey in October 2011. Investigators trained 2 experienced supervisors and 10 masters-level students over 2 weeks on survey concepts and goals, mental illness awareness, interview techniques followed by review, test and debriefing.
Sample size
To determine sample size, we used a matched design with a control to case ratio of 1, the probability of exposure to poverty among controls of 0.22 and the correlation coefficient for exposure between matched cases and controls of 0.18. 39 Considering the true OR for one dimension of poverty in exposed subjects relative to unexposed subjects as 2.2, we needed to enrol 205 case patients to be able to reject the null hypothesis that this OR equals 1 with probability of 0.9. The type 1 error probability associated with this test of this null hypothesis is 0.05. We enrolled 649 case patients to allow for subgroup analyses including impact on poverty of discrimination stratified by gender, age and caste.
Efforts to minimise bias New patients were first interviewed by a junior psychiatrist who made a provisional diagnosis and discussed details with a board-certified psychiatrist who then diagnosed and managed the case. To minimise diagnosis bias, we trained all psychiatrists on the ICD-10 criteria. Information bias was minimised by reviewing the questionnaire about exposure to poverty to ensure accuracy, completeness and content validity with experts and by testing it with a sample group of patients and families. Investigators revised the content for relevance to poverty in order to maximise item appropriateness. They first defined the concept of multidimensional poverty and reviewed the empirical and theoretical literature to identify the right deprivation items to include in the instrument they were developing. They then checked whether the questions covered all dimensions of the concept of multidimensional poverty and whether the phrasing respectively in English and Hindi was accurately reflecting the underlying concept of deprivation we were looking for in each dimension. Two experts familiar with multidimensional poverty reviewed the initial list of items and made suggestions about adding items that were omitted. We then organised a focus group discussion (FGD) with seven experts, psychiatrists, psychologists and social workers from Dr RML hospital to establish whether the 17 domains of poverty selected were adapted and relevant for the context of New Delhi and were providing a comprehensive overview of the concept. They also ranked these domains by order of importance of deprivation. A similar focus group was organised with eight hospital outpatients with SMI. We finally tested the poverty questionnaire with a group of 20 outpatients at the Department of Psychiatry at Dr RML hospital. We prompted them with questions to check for their understanding of poverty to identify the language they used to explain the notion of poverty, as well as to ascertain their understanding of the questions in order to make sure the instrument's purpose made sense to them. Finally, two other experts revised the final version to make sure items illustrate the content of multidimensional poverty. 40 We also carried out test-retest to test for recall bias and social desirability bias. Interviews with 71 respondents (both cases and controls) for test-retest reliability were carried out on two occasions with a gap of 10-15 days by the same enumerator to check to what degree a given respondent provided same responses for the poverty items. We compared the scores between the two sets of responses. Results show overall acceptable level of reliability (over 0.7 for interclass correlation) for the different poverty variables.
Quantitative variables
We selected 17 indicators of deprivation reflecting aspects of well-being (table 1) identified by literature review and validated through FGDs with experts and PSMI/caregivers. Both groups identified and agreed on deprivation cut-offs for each indicator through participatory deliberation. 41 Some standard dimensions were not included due to lack of relevance in Delhi. For instance, few respondents lacked access to diet staples. 1 We classified the selected indicators in three major domains of deprivation: individual-level capabilities, household-level material well-being and individual-level psychosocial factors. The first domain was composed of nine indicators. Access to secondary school was the indicator for education; dropping out before reaching secondary school was the cut-off. Unemployment was a major source of vulnerability; deprivation of work was the cut-off. Food security was measured by access to three meals per day, and respondents eating less were considered deprived. Following the Unicef definitions, improved indoor air quality using cooking gas, improved drinking water by pipe into residence and improved sanitation by private flush toilet defined absence of deprivation for indicators 6-8. Finally, individual income constituted a monetary indicator.
Material well-being of the household was composed of two series of indicators. Three indicators outlined conditions of living: minimum space per person (deprivation threshold of 40 square feet per person); home ownership (renting was the cut-off ); and poor quality housing was having either the flooring, walls or roof made of Kutcha ( precarious or temporary) material. Material wealth was defined by three complementary indicators: the household average per capita income (threshold at the international poverty line of US$1.25 per day or 68 Indian rupees); 42 assets included typical goods owned by the household; 2 and monthly household expenditures. 3 Finally, two psychosocial indicators were selected: physical safety, measured through an indicator of perception of unsafe environment, and political participation in the municipal elections. 1 For vegan individuals, the diet staple included at least dal on a daily basis; for non-vegan individuals, it included dairy products on a daily basis. Meat for non-vegetarian individuals was not considered as a diet requirement and therefore deprivation of meat is not an indicator of poor diet. 2 Assets include landline, mobile phones, wooden/steel sleeping cot, mattress, table, clock/watch, charpoy, refrigerator, radio/transistor, electric fan, television, bicycle, computer, moped/scooter/motorcycle, car. 3 Expenditures include food, health, school, transportation, savings and personal care products.
Studies in India have shown that stigma resulting in discriminatory practices is perceived to be high in the family and the community. 43 44 As a result, we measured experienced discrimination as a dimension of stigma through self-evaluation of unfair treatment by the family. We asked all respondents whether they were excluded from family decision compared with other household members of the same generation. Unfair treatment within family is a feature of stigma in India. 44 We tested this through FGDs with PSMI of both genders. We found high association between SMI and exclusion from regular family decisions, particularly for women.
Other dimensions of participation did not show any discriminatory process. Inclusion in community activities showed similar 30% levels of participation between PSMI and controls. A possible explanation for participation is that where symptoms of mental illness are managed by treatment family develop coping strategies through symbolic social participation and selective disclosure to avoid rejection, stigma and avoidance by others associated with their relative's condition. [45] [46] [47] Finally, we enquired about participation in political activities such as 'gram sabhas' or local associations. We found generalised low participation in political activities, which is a common feature in New Delhi and therefore not a good indicator of experienced discrimination.
Statistical analysis
Our primary aim was to explore the effect of mental illness and stigma on poverty. We used an unmatched MPI measure to identify differences in levels of poverty between PSMI and controls. 37 Dimensions were independently assessed and the method focused on dimensional shortfalls. This method allowed us to aggregate dimensions of multidimensional poverty measures and consisted of two different forms of cut-offs: one for each dimension and the other relating to cross-cutting dimensions. If an individual fell below the chosen cut-off on a particular dimension, he/she was identified as deprived. The second poverty cut-off determined the number of dimensions in which a person must be deprived to be deemed multidimensionally poor.
We first performed one-way analyses to assess differences in poverty levels and discrimination between PSMI and controls, by gender and caste adjusting for post hoc pairwise comparisons using the Scheffe method. We also carried out correlation analysis to assess overlap of dimensions of deprivation.
We then calculated three indicators of multidimensional poverty: (i) the headcount ratio (H), indicating how many people fall below each deprivation cut-off; (ii) the average poverty gap (A), denoting the average number of deprivations each person experiences; and (iii) the adjusted headcount (M0), which is the headcount ratio (H) by the average poverty gap (A) and indicates the breadth of poverty. We established the contribution of each dimension of poverty for cases and controls by dividing each of the two subgroups' poverty level by the overall poverty level, multiplied by the population portion of each subgroup.
To assess potential bias in our estimates of MPI, we carried out sensitivity analysis and compared three measures of poverty with: (i) equal weight for every indicator in each dimension, (ii) individual rankings of indicators done by experts at Dr RML hospital during FGDs transformed into individual weights and then taking the average of the individual weights, 48 and (iii) group ranking based on the mean of individual rankings of indicators during FGDs and taking the weight according to the group ranking. 49 We found consistency across measures (data not shown).
We finally calculated the crude and adjusted ORs with associated 95% CIs using a logistic regression model to identify association between stigma, SMI and multidimensional poverty. We used 'no participation' as the reference category. We defined a binary outcome for poverty (poor/ non-poor) using the adjusted headcount ratio (M0) for a cut-off k=6 corresponding to the highest gap between PSMI and controls. This cut-off corresponds to a prevalence of poverty of 30.7% above the recent estimates of 13.7% of urban Indians below the poverty line fixed at 28.65 Indian rupees by the Indian Planning Commission, 50 which has been criticised for being unrealistic. This cut-off is in line with World Bank recent estimate that 33% of India's population lives below the international poverty line established at $1.25 per capita per day. 51 We characterised how SMI results in higher intensity of multidimensional poverty due to stigma. Aware that stigma and discrimination may also affect women 52 and members of lower castes, 53 we adjusted the model for potential confounders significantly associated with poverty and family discrimination: caste (in case of difference within the family), gender and age. We carried out sensitivity analysis for different values of the cut-off k and found robustness in our model (data not shown). For all analyses, a p value of <0.05 was considered significant. Missing values were treated as being missing completely at random. We used Stata (V.12.0) for database processing and all analysis.
RESULTS
Participants
We interviewed 649 case patients and 647 controls. Of these, we excluded 110 (17%) cases and 151 (23%) controls, respectively, who did not complete the interview or for whom the data were incomplete. The final analysis included 537 cases and 496 controls (figure 1). The distribution between cases and controls was similar for gender (305 and 330 men, respectively, 61.5% in both cases) and age (15-74 and 13-74 and median 35 and 36, respectively). Table 2 reports the headcount ratios (H) or incidence of deprivation in each dimension. There were statistically significantly higher numbers of deprived PSMI than controls in nine dimensions. Differences were very high for access to employment (28.1% difference), individual income (20.7%) and relatively high for food security (15.1%) and house ownership (11.7%). In only one dimension-perception of physical safety-was there a reverse non-significant difference as the number of controls was higher than the number of PSMI. Table 2 also show results by gender and caste. Compared with male PSMI, the proportion of deprived female PSMI was significantly higher (10 of 17 dimensions). Similarly, a higher number of PSMI (vs controls) from 'scheduled castes' (SC), 'scheduled tribes' (ST) or 'other backward castes' (OBC) were poorer on 13 (vs 16 dimensions) compared with PSMI (vs controls) from unreserved castes.
To investigate possible overlap of dimensions of poverty, we calculated the estimates for the Spearman's rank correlation coefficients between each pair of dimensions of deprivation (table 3) . We found no evidence of strong correlation between dimensions, illustrating absence of association except for household income and expenditures. We nevertheless kept both indicators to calculate MPI to account for information bias ( particularly recall bias) often associated with measures of income in household surveys. 54 55 Significantly, this result demonstrates that a unique welfare indicator of poverty such as income cannot represent all aspects of deprivation.
Multidimensional poverty
Results in table 4 report the multidimensional headcount ratio (H), the average deprivation shared across the poor (A) and the adjusted headcount ratio (M0) for all possible cut-offs and for the two groups. Depending on the chosen cut-off, the proportion of PSMI and controls who were multidimensionally poor varied greatly. For a cut-off of 1, 97.2% of PSMI and 91.7% of controls were deprived: taking a union approach of deprivation in one dimension, this translates into quasi-universal poverty. On average, PSMI were deprived on 5 dimensions and controls on 3.9. If multidimensional poverty requires deprivation in four, five or six dimensions simultaneously, the proportion of poor PSMI (compared with poor controls) becomes 68.5% (compared with 48.6%), 51.6% (35.9%) or 38.5% (22.2%). Conversely, if we adopt the intersection approach where being poor implies being deprived in all 17 dimensions, nobody in the sample is poor and <1% of the sample is deprived in 13.
The adjusted headcount ratio (M0) shows that PSMI were worse off than controls for a cut-off (k) value between 1 and 12 dimensions. This difference is significant ( p<0.001) for (k)=1 to (k)=10 dimensions and highest (69% difference) for (k)=6. The average deprivation share (A) is higher among PSMI for a value of (k) between 1 and 5 and highest for (k)=1 (22% difference). For a (k) between 6 and 14, the total number of deprivations faced by poor PSMI is slightly lower on average than for controls. Less than 30% of people were poor in six dimensions or more, and the difference between PSMI and controls was the highest for a (k) value of 14 (7%).
To further investigate the association between poverty and mental illness, analysis was repeated for all possible cut-offs and for gender and caste (table 4) . Multidimensional poverty was significantly higher for female PSMI compared with female controls for any threshold between one and seven dimensions (p<0.001) but also for male PSMI for any threshold between one and nine dimensions. On average, 62.8% of female PSMI were deprived on five dimensions or more compared with 35.9% of female controls, 44.5% of male PSMI and 25.6% of male controls. For female PSMI and controls-and male PSMI and controls, respectively-the difference is particularly pronounced and significant for highest cut-off values, and maximum for six and seven dimensions, respectively. The adjusted headcount ratio (M0) shows that SC/ ST/OBC PSMI are worse off regardless of the value of (k) 1 through 10 than SC/ST/OBC controls and other caste PSMI or controls. (M0) for SC/ST/OBC controls is higher than for other caste PSMI for all (k) values. Rows 11-17 are omitted as very few are deprived in >10 dimensions, no one is deprived in >15 dimensions. †H is the percentage of the population that is poor H=*(M0 PSMI M0 controls )/M0 PSMI . ‡ Adjusted Wald test for difference in adjusted headcount ratio between patients and controls. The average poverty gap (A) is not presented for gender and caste but can be easily calculated dividing the adjusted headcount (M0) by the headcount ratio (H). Table 5 presents the percentage contribution of each dimension to (M0) for different (k). Deprivations in individual income household expenditures and employment were contributing each >10% to the overall (M0) for PSMI, whatever the value (k) between 1 and 8. For controls, employment was a less salient contributor while the contribution from household income was among the highest.
Poverty and stigma
Association between multidimensional poverty and stigma was strong even when controlling for SMI, gender, caste and age (table 6; all p<0.0001). We included interaction of stigma, SMI with caste and found that this term was strongly and positively associated with a high level of poverty: the OR of being multidimensionally poor for PSMI from SC/ST/OBC compared with controls from unreserved castes was 7.36 (95% CI 3.94 to 13.7). Similarly, we allowed for differential gender effects by including interaction of stigma and SMI with the gender of the respondent and found high effect on poverty: female PSMI were 9.61 (95% CI 5.58 to 16.5) more likely to be poor compared with male controls.
DISCUSSION
Our findings establish that intensity of multidimensional poverty is higher for PSMI than the rest of the population. They also indicate that it is higher for women with SMI and for SC/ST/OBC with SMI. Deprivation of employment and income appear to be major contributing factors to MPI. Lack of employment and income appears to aggravate mental illness. Finally, our findings suggest that stigma linked to SMI, compounded with others ( particularly SC/ST/OBC and women), negatively impact poverty.
The congruence of SMI and poverty, in a context of high prejudice against mental illness, compromises improvement. Mental illness in India is linked to lack of knowledge and pervasive negative assumptions, the most common being that PSMI are violent and unable to work. 18 31 44 Not surprisingly, deprivation of employment and income contributes highly to multidimensional poverty of PSMI compared with controls. This finding ties in with a study on employment for Indian men with schizophrenia, which found that employment provided not just an essential social role but was also a condition for rehabilitation, enhanced confidence and self-esteem. 44 Although there is evidence of differences in mental health outcomes between men and women, analyses of gender disparities are lacking in literature on poverty and mental health in low-income countries. 44 56 57 In our sample, women with SMI were systematically more deprived in higher numbers of dimensions. Similarly, SC/ST/OBC SMI-poverty associations were found to be consistent across dimensions of poverty regardless of the threshold for multidimensional poverty. These findings strongly suggest that stigma linked to various marginalised groups have the power to accelerate and intensify exclusion and related discrimination. For women, SMI can negatively impact well-being in two ways. First, SMI limits women from fulfilling family and social roles, leading to these women being considered a burden for the family. This is true despite studies such as the Indian study of women with schizophrenia abandoned by their husbands who expressed the desire to work to support themselves. 58 Second, traditional beliefs ( punishment for previous lives, evil eye/curse), as well as negative lay attitudes on causes and behaviours, lead to increased discrimination of and sometimes violence against SMIs, particularly for women. 59 Our study finds that SC/ST/OBC and poverty further compound SMI. Discrimination linked to caste in accessing education or employment has been a leitmotif in modern India and only partially addressed through constitutional provisions and reservation policies. Caste discrimination still results in scant employment opportunities, less access to secondary and higher education-key for salaried public and private jobs, perpetuating powerlessness, traditional forms of dominance and oppression, inequalities, lower living standards among SC/ST/ OBC as a entrenched social identity in India. 60 61 This situation is even more catastrophic for PSMI from SC/ST/OBC.
It is clear that a 'negative feedback loop' exists: stigma against SMI, particularly for SC/ST/OBC and women, is a strong predictor of persistent poverty. Moreover, stigma strongly bears on intensity of poverty. Stigma leads to difficulty for PSMI in finding and keeping a job, and this also increases the perceived burden of SMI by family members. In turn, this deprivation on various dimensions erodes self-esteem and brings shame and acceptance of discriminatory attitudes. 62 These compounding factors may result in a worsening of mental illness.
Beyond the PSMI, stigma and discrimination have a negative effect on family members and caregivers who often feel ashamed, embarrassed or unable to cope with the stigma. 58 63-67 While there have been campaigns and policies to address discrimination against SC/ST/OBC and women in India, no large-scale awareness campaign has ever addressed the prejudice and discrimination faced by PSMIs.
This study has some limitations. First, a potential limitation is that we measured experienced discrimination with a single-item question on exclusion from family decision rather than a multiple-item scale. There was not a specific formalised psychometrically validated measure of experienced stigma available focusing on the scope and content of discrimination before the Discrimination and Stigma Scale made available after our study was carried out. 10 Other factors may also explain exclusion from family decisions, particularly symptomatic patients' disruptive behaviour. To account for this issue, we selected a large sample of PSMI at Dr RML hospital representing a wide variety of severity of symptoms. Yet all outpatients were successfully treated and mostly in follow-up, and therefore not symptomatic at the time of the survey. Despite treatment, SMI in cases was significantly associated with our measure of stigma compared with controls, showing that 'pre-existing beliefs' or stereotypes linked to past experience with the mental illness were critical to the activation of the discrimination process rather than the current mental health status of the person. 68 Second, it was not possible to establish the direction of the association between poverty and SMI; poverty can be a cause as well as a consequence of SMI. Third, SMI was diagnosed within a psychiatric department of a free government hospital. Research indicates the poorest members of society may still not access such services, even when free, possibly introducing a selection bias in our sample. 69 Additionally, PSMI not receiving medical treatment might be even more marginalised, at greater risk of poverty than those receiving healthcare. Thus the sampling bias might have underestimated association between SMI, stigma and poverty. Finally, due to the large sample size we could not evaluate each control using detailed diagnostic psychiatric questionnaires but only screen them for major mental disorders. CONCLUSION Our study provides evidence that mental health professionals must incorporate an understanding of multidimensional poverty stressors as well as address family and community dynamics. Where resources are limited, medical professionals would benefit from working with public health and disability networks to weaken persistent stigma against SMI. Policies promoting employment support for PSMI (notably through reservations or fair employment policies, and access to credit) are critically important. The implications of our findings go beyond medical and public health and link mental health to international development. Promoting employment and fighting social stigma for PSMI not only mitigates the impact of illness for some but appears to be a central concern of global poverty.
